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ABSTRACT 
Wacu Ndirangu: Maternal Child Health Facility in Dandora Slums, Nairobi Kenya: The Need 
(Under the direction of David Steffen, DrPH) 
 
            This paper offers a different perspective towards addressing the increasing infant and 
maternal mortality rates among the slum dwellers; the perspective of those afflicted. Through 
participant observation, crucial information on mothers’ experiences, attitudes and expectations 
during pregnancy and child birth were obtained. Specifically, 38 mothers were strategically 
interacted with at different clinic days in a period of 6 weeks. This prevented the observer from 
being identified as an outsider, community trust is essential for this particular setting. Mothers 
were comfortable interacting in the native Swahili dialect, they responded in Swahili even when 
English was intentionally used by the observer. They communicated openly and were guided to 
share experiences specific on maternal child health amongst one another. This paper centers on 
and contains their narratives.  In addition, this report provides information on care delivery from 
caregivers based in maternal child health centers within Dandora as well as those based in the 
referral centers mainly located outside of Dandora.  
Key words: maternal child health, care delivery, Dandora, slums, participant observation, infant 
and maternal mortality, informal settlement, fertility rate 
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METHOD 
            This is a qualitative study where a role of participant observer was assumed with focused 
guided interactions. The participating women were unaware of the researcher’s presence in order 
to maintain the groups’ cultural environment. Another interaction was made with selected 
Maternal Child Health (MCH) facilities employees, administrators and one consenting TBA to 
assess the existing resources. Majority of the participants’ names were not known, those known 
are withheld. All the participating facilities are coded throughout this study for privacy. Below is 
the confidentiality agreement. 
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MATERNAL CHILD HEALTH FACILITY IN DANDORA SLUM, NAIROBI KENYA: 
THE NEED 
Introduction 
            In my practicum experience, I decided to focus on Maternal Child Health (MCH) care 
delivery in the underserved and underprivileged community of the Dandora informal settlement 
in Nairobi Kenya. For many, giving birth is a joyous occasion but for majority of families in 
Africa pregnancy and childbearing is a process plagued with agony and uncertainty. 
Unfortunately, this has been a persistent phenomenon for decades particularly affecting the 
impoverished women and children. As a result, there has not been much improvement in the 
infant maternal mortality rates in the continent of Africa. 
            This report was developed through an intense interaction with mothers and caregivers 
within a period of six weeks as a participant observer. Part of the aim of this study is to achieve 
an academic requirement to complete Masters in Public Health Leadership Program.   
Specific objectives of this study were:  
1.  Assess the implications of current Maternal Child Health (MCH) care delivery on 
women with children in Dandora informal settlement. 
2. Assess the availability of literature relevant to MCH care delivery in Dandora Slums  
3. Assess the involvement of regulatory bodies in MCH care delivery in Dandora 
informal settlement 
4.  Provide recommendations to Our Lady of Visitation Center, Dandora, a new 
Maternal Child Health Hospital currently in the final stages of completion. 
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BACKGROUND 
            The city of Nairobi has close to two million people with almost two-thirds of the 
population living in informal settlements (Bazant, Koenig, Fotso & Mills, 2011). These 
settlements are commonly referred to as slums. Dandora, one of the impoverished settlement is 
divided into five sections or phases: Dandora Phase I, Dandora Phase II, Dandora Phase IV and 
Dandora Phase V. The area is highly characterized by poor sanitation as is the only dumping 
location for waste in Nairobi, substandard housing, insufficient basic needs as well as a deprived 
healthcare service delivery system (UNICEF, 2012). Informal settlements such as Dandora are 
also provided with fewer healthcare facilities and services (Bazant et al., 2010).  Available 
literature implies that the fewer healthcare facilities overtime has greatly affected the population 
health outcomes including maternal child health (Ezeh, Kyobutungi, Madise, Mills & Ziraba, 
2009).  Kenya is estimated to have a staggering maternal mortality of 488 per 100, 000 live 
births, this is lower than 640 deaths per 100,000 live births the average in Sub-Saharan countries 
(Partnership for Maternal Newborn and Child Health, PMNCH, 2011). However, Ezeh et al. 
(2009) hold the view that the slums remain exceedingly predisposed to a higher maternal 
mortality rate.  Between the years 2003 and 2005, there were 706 deaths per 100,000 live births 
primarily from sepsis, eclampsia, abortion complications and hemorrhage (Ezeh et al., 2009). 
            In their in-depth study Ezeh et al. (2009) succinctly determined that there is a higher 
maternal mortality rate within the slum areas. There is a dire need to facilitate deliveries assisted 
by skilled caregivers (Ezeh et al., 2009) with necessary resources; this way incidences and deaths 
from infection, hemorrhage, HIV/AIDS, fetal distress and other complications will be 
minimized. This includes prompt care during antenatal and post-natal periods. Maternal 
mortality is of great concern given the prominent disparity between the developed and 
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developing nations such as Kenya (Ezeh et al., 2009). Out of the 536,000 yearly deaths related to 
pregnancy and child birth complications, Africa and Asia alone account for 96% (Ezeh et al., 
2009).  
            Distinctively, Ezeh et al (2009) noted that maternal mortality burden is highest in Sub 
Saharan Africa; the lifetime risk of death from maternal causes is 1 in 22 while that of developed 
countries is 1 in 7,300 comparatively. The high fertility rates complicate the maternal mortality 
further, Kenya has an overall fertility of 4.9 births per woman, Nairobi 2.7 while the Nairobi 
slums have a higher rate of 4.0 births per woman (African, Population and Health Research 
Center, (APHRC), 2012). Bazant et al. (2010) study also determined that home deliveries are 
most common with women who have more children. This was related to discomfort with 
delivery facilities, lack of finances, better experience with child birth and the need to cater for the 
other children (Bazant et al., 2009). 
            According to PMNCH (2011), Kenya ranked the 39th globally recording the highest 
under-5 mortality rate. Additionally, PMNCH (2011) noted that children die from treatable and 
preventable illnesses including under nutrition, pneumonia and malaria. A decline in under-5 
mortality rates since 1990 has been recorded, however, by 2011, Kenya had not achieved MDG 4 
“to reduce under 5 mortality by two thirds between 1990 and 2015” (PMNCH, 2011). About 
35% of the deaths were in the neonatal period, from birth to 1 month of age with urban slum 
dwellers reflecting worse health indicators (PMNCH, 2011). One third of the total neonatal 
deaths were secondary to severe infection, closely followed by birth asphyxia, prematurity and 
congenital anomalies (PMNH, 2011). 
            Compared to others, children born in the lower socioeconomic households as is the urban 
slum settlement have a 44% likelihood to die before age 5 (PMNCH, 2011). Certainly, according 
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to PMNCH (2011) the lagging improvement and progress in maternal health will either keep the 
numbers persistently the same or even higher. 
            Evidence indicates that there are insufficient public healthcare facilities in the informal 
settlements of Nairobi (Fotso & Mukiira, 2012). APHRC (2002) highlights that only 125 care 
delivery centers serve 4 slum settlements. 106 of the facilities are private, for-profit, 15 private, 
not-for profit and a mere 4 public facilities. In addition, only 47 of the facilities are licensed by 
The Kenya Medical Practitioners and Dentist Board, the sole authorizing and licensing body. 25 
centers are licensed by Clinical Officers Board and Nursing council, 33 by the City Council, all 
non-professional entities, 20 facilities are unlicensed. A follow up study in 2009 by the same 
institution (APRC) indicated no notable improvement. Most noteworthy, 72% facilities had no 
standardized protocols or practice guidelines while over 75% of mostly private facilities reported 
no supervision by a regulatory body (Fotso & Mukiira, 2011). 
            While exploring utilization of childbirth facilities provided privately or by the 
government, Bazant, Koenig, Fotso & Mills (2009) emphasize that majority of women in urban 
slums preferred giving birth at private facilities located within the settlements as opposed to 
government owned centers. A remaining one third either had a home birth or were aided by 
unskilled traditional birth attendant (TBA), this group of women experience the most maternal 
deaths (Bazant et al., 2010).  Women studied by Izugbara, Kabiru and Zulu (2009) identified cost 
and bad provider attitudes with mistreatment as their main hindrances to seeking facility assisted 
deliveries. 
            In the urban informal settlements only about 60% of women are able to access care 
delivery facilities and would highly recommend use of the facilities (Bazant & Koenig, 2009). 
However, most importantly, is the rate of dissatisfaction reported by Bazant and Koenig (2009): 
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women who gave birth in government facilities were more dissatisfied while their counterparts in 
private centers expressed satisfaction, mission hospitals had the best satisfaction rating. 
Satisfaction in care delivery has been recognized as a vital component by the World Health 
Organization (WHO) and was incorporated in the 1994 International Conference on Population 
and Development (United Nations Populations Information Network, (POPIN), 1994). In a 
separate follow up study, Bazant et al (2010) established that the private sector care delivery 
facilities are closer to the communities and offer services at a lower cost. However, these 
facilities are not equipped to safely care for patients with obstetric emergencies; only the 
government and mission hospitals are well equipped (Bazant et al., 2010). 
            In their findings, Bazant & Koenig (2009) singled out factors that led to women 
dissatisfaction with care delivery. They include lack of providers’ empathy, lack of information 
and an absence of emotional support during delivery. It was also noted that provider empathy 
and pregnancy intendedness contributed substantially to increased women satisfaction in facility 
birthing process (Bazant & Koenig, 2009). A follow up study by Bazant et al (2010) provided 
further clarity; women anticipate poor treatment by healthcare providers, they experienced 
insults and overall poor interaction especially in government facilities. Unwanted pregnancies 
are a common phenomenon in the Nairobi informal settlements, when women are unhappy or 
unsure of their pregnancy affects their satisfaction with care delivery (Bazant et al., 2010). Lack 
of transportation into facilities especially in the night and cost of care were additional 
contributors to dissatisfaction. Collectively, these factors could be an indication why the one 
third of the population opted for home or TBA assisted deliveries (Bazant et al., 2010)   
            A research by Fotso & Mukiira (2011) gave a clear indication on the need of 
improvement of the existing and creation of new, equipped and efficiently run private care 
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facilities in the slums. Due to a conducive Kenyan policy on private healthcare institutions 
(Bazant et al., 200) their presence in the informal settlement will be inevitable and longstanding. 
Therefore, there’s a need to ensure they perform at their maximum potential. Notwithstanding 
the poor standards, the facilities are established in response to the community sociocultural and 
economic needs (Fotso & Mukiira, 2011). To ensure better utilization, improvement on service 
delivery is required and must be prioritized (Fotso & Mukiira, 2011).  
            In a significant research finding, Fotso & Mukiira (2011) highlight that women in the 
informal urban settlements have a good perception as far as access and quality of services 
rendered by private, unlicensed and substandard labor and delivery centers. The researchers 
relate this perception to the confidence and trust women have developed overtime; the facilities 
invest in the informal settlements regardless of the debilitating living circumstances. Well 
equipped, better serving Missionary and non-governmental facilities are generally out of reach. 
The Kenyan government should exploit the potential of private clinics and other care delivery 
facilities located in the slums to ensure they provide the acceptable minimum standard of care 
(Fotso & Mukiira, 2011). Also to note is the state of the public health sector in Kenya- 
chronically underfunded, many perceive it as unfriendly and doesn’t extend services into the 
slums (Fotso & Mukiira, 2011).  
            On the other hand, and most crucial, it should be recognized that women in the informal 
settlements do understand the importance of hospital deliveries (Izugbara, et al., 2009). 
However, there are misconceptions aligned with hospital assisted deliveries as described by 
Izugbara et al. (2009). Women did not find the need to have a hospital delivery unless they 
anticipated complications, they believe TBAs are the experts and it is their responsibility to 
conduct uncomplicated deliveries (Izugbara et al., 2009). Many women found it irrational and 
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are not convinced on the need to pay hospital expenses for a normal delivery. Additionally, 
TBAs are believed to be more superior, divinely gifted, natural, effective and more reliable than 
the qualified hospital based providers. 
            In their findings, Izugbara et al (2009) noted that women identified TBAs as not being at 
the same qualified level as doctors as nurses but are an important asset to the community and 
will continue using them. Noteworthy, women identified antenatal care as a key motivator and 
the most vital component during pregnancy, most attend as part of home delivery preparation 
(Izugbara et al., 2009). Ante natal care provided means in which women are informed of the 
nature of their pregnancy; normal or complicated. 
            Izugbara et al (2009) noted additional key contributing factors to TBAs assisted home 
deliveries. Human Immunodeficiency Virus (HIV) testing is mandatory in hospital deliveries. 
This is due to increased incidence of the disease in the informal settlements.  Women opted for 
home deliveries to avoid being forced into a test they were not prepared for (Izugbara et al., 
2009). Maternal and child deaths was another significant element, increased unexplainable 
deaths were reported in hospitals which women relate to unqualified personnel infiltrating the 
formal system. Baby theft was another important reason; infants were reportedly exchanged for 
dead ones or a different sex in hospital settings prompting women to opt for home deliveries 
(Izugbara et al., 2009). Baby theft was identified as common and occurs in liaison with providers 
and affluent couples, according to Izugbara et al. (2009), infants are taken away from poor 
mothers and sold to the rich ones. 
            However, Izugbara et al (2009) findings do not seem to overshadow the good perception 
and high endorsement the formal delivery facilities received two years later in Fotso & Mukiira 
(2011) research. In the study, women indicated that 
8 
 
 maternal child health facilities were accessible as far as operating hours, distance, staff 
availability and time it took them to travel. This is not withstanding the substandard quality of 
care rendered by the same facilities. Both the studies were done in the same informal settlement 
areas and involved similar populations of women.  
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OUR LADY OF VISITATION CENTRE, DANDORA 
            Our Lady of Visitation Centre is a facility in the slums of Dandora that is being set up by 
well-wishers to expand an existing smaller antenatal clinic, The Brother Andre Clinic.  The 
center aims at reaching more underserved Dandora population, address the longstanding 
increasing maternal and child mortalities while fostering strategic partnerships (New Dawn 
Africa, 2016). The facility will include a comprehensive labor and delivery center with a fully 
equipped operative theatre, post-delivery care units for mother and child, state of the art delivery 
rooms, a pediatric unit, a dispensary and a fully functional dental center (NDA, 2016). The 
visitation center is well adjacent to the old, smaller Brother Andre clinic and is projected to 
inaugurate services in June 2016.  
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Figure 1: Our Lady of Visitation Centre adjacent to the smaller Brother Andre Clinic 
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THE COMMUNITY: DANDORA MOTHERS AND MATERNAL CHILD HEALTH 
            Through a six-week period, a participant observer role was assumed in order to 
understand the current care delivery processes, mothers understanding of maternal child health, 
their perceptions of current care, what they deem as the best care and their expectations from the 
visitation center. The Brother Andre Clinic operates every Monday to Friday from 8 a.m. to 5 
p.m. The clinic attends to approximately 20 to 40 mothers, 30 to 60 children a day. This is in 
addition to other services: dispensary, pharmacy, dental clinic, laboratory, mother-child HIV 
transmission prevention, tuberculosis clinic and a HIV/AIDS counseling center.  
            Mothers seeking antenatal care attend the clinic until 36 weeks, they are afterwards 
referred to delivery centers in the area. They continue with the post-natal and well-baby clinic 
after delivery. The clinic also accepts mothers who had ante natal care in other centers, after 
home deliveries, after home deliveries by traditional birth attendants (TBAs) any new mother is 
accepted.  
            All the MCH activities; antenatal, post-natal and well-baby clinic are performed in one 
room that can only accommodate two to four mothers at a time. In addition, the number of 
patients that can be attended to at a time depend on staffing. There are three nurses maximum in 
the MCH room but more often there is one nurse available if other areas of the center experience 
shortages or are busier. There are two weighing scales one child and the other adult respectively, 
a single medication storage cabinet, an injection section, sitting area and a medication 
refrigerator. Many a times MCH education is provided collectively to all the mothers present in 
the room at the same time. Sometimes this proved uncomfortable to most especially the mothers 
with HIV who came in for mother child transmission prevention.  
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            During the observation at Brother Andre Clinic, a total of 38 mothers were interacted 
with on a one on one basis and on a group setting. Majority, 35 mothers resided in Dandora 
while others came in from the adjacent informal settlements of Saika, Maili Saba and Obama 
Estates. Communication was mainly in Swahili a native dialect widely spoken in Kenya. The 
language was also a mean through which mothers felt comfortable, non-threatened, could openly 
engage and easily develop trust. 
            In addition to either a current pregnancy or an infant less than a year old, all the women 
had from one child to five children. Uniquely all the 38 mothers had previously used MCH 
services at Brother Andre clinic including those who came from further settlements. Reasons for 
the choice were mainly “catholic hospitals are good” and “I usually come here.” Mothers seemed 
to all have an idea on what post-natal and ante-natal car was:  
 These are the clinics we attend while we are pregnant and after giving birth you have 
to take your child for weighing and immunizations. 
 Ante Natal care is the care that comes during pregnancy while Post Natal is the one 
which is after delivery and involves care of the child. 
 During ante natal care a mother attends clinics regularly during which several tests 
are done to establish the health of the fetus and to advice the mother on several things 
such as the food they need to eat, administration of vaccines like the tetanus one and 
injections for mothers who have Rhesus negative factor. Mothers are also supplied 
with the necessary mineral supplements such as iron. In the Post Natal care, the 
mothers are taught how to breast feed and are encouraged to do so exclusively 
because of the benefits. The children get the necessary vaccines and immunization; 
their weight is checked regularly. 
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 I know that Antenatal care is during pregnancy before giving birth and the post-natal 
one is after one has given birth. 
 Ante Natal care is the care one receives during, pregnancy and Post Natal after 
delivery. 
 The baby has to be given BCG vaccine immediately after birth before 72 hours 
also all immunization to be administered until the age of 2 years. 
 When a mother is pregnant you are required to seek medical checkups to establish 
your own health and that of the unborn child. The care givers tell you the tests that 
need to be done, food that you should eat and those you should avoid as well as 
minerals which boost the health of both the mother and child. Once you have given 
birth you also attend clinics where they check the growth of the child they give the 
required immunizations, they also monitor the health of the mother and child. The 
clinics before delivery are the Ante Natal while the ones after delivery are Post Natal.  
 This is the period between the time a mother is expecting and after delivery up to 
the time when the child reaches 5 years. This is because when a mother is expecting 
they are very fragile in terms of health and whatever they suffer from could affect 
the health of the unborn baby. After delivery as well, the mother is still very delicate 
and the child’s immune system is not yet developed so they need specialized care in 
order that they may remain healthy. 
 Ante Natal is the care for the time a mother is pregnant and they are required to 
attend clinics in order for the medical people to ascertain that she and her baby are 
in good health. They check everything and request that a mother gets at least one 
scan which will help them establish the baby’s position and guide those who will 
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offer delivery services to understand any health issues the mother may be facing. 
Post Natal care involves the care given to the mother and the child after birth. 
            Due to the nature of the interaction, mothers corrected each other when they thought an 
input was wrong. They all however seemed to have credible views on antenatal care and post-
natal care. There also seemed to have been a slight hesitation when the two were separated “let’s 
discuss antenatal care” as opposed to let’s discuss “antenatal and postnatal care.” This could be a 
positive unconscious indication that both the activities were not viewed as separates or 
independent. They should either go hand in hand or if you attend one you must attend the other. 
As far as the women’s perspective on where they witness or know Dandora women give birth:  
 Women generally deliver in hospital. 
 I would say majority deliver in hospitals but there would still be a few who take the 
risk to deliver at home. Some say they cannot afford any of the charges, so they leave 
the whole experience in the hands of God. If they survive child birth it is well and 
good but if they don’t; then it was not meant to be. Other times they survive and lose 
the child, vice versa or even both lives maybe lost. 
 I believe most women deliver in hospitals but this would be difficult to establish 
because we do not have the numbers to verify this. How many mothers deliver at 
home? There is no sufficient documentation to be able to give the correct data. If they 
give birth at home where do they capture this information? Such mothers will not all 
take their children to the clinics and even if they did; who collects this information 
from the private clinics where some will take their children? I am just thinking; and 
I would imagine in this day and era most women would deliver in hospital but that is 
15 
 
not to say that this is what happens and the number that delivers at home could be 
higher than is thought or captured. 
 I don’t know for sure but I would like to believe that a majority do deliver in Hospital. 
At least where I live and the people I know mostly deliver in Hospital. 
 I would say they do deliver in hospital but there is a good number who deliver at 
home with assistance of midwives or TBAs. I wish everyone could deliver in hospital 
to reduce complications and even fatalities related to child birth. You know if it is in 
the hospital and everything is done as it should if a life is lost you can take heart and 
say “there’s nothing more we could have done”. 
 Hospitals are almost everywhere so most women deliver in hospitals. There may be 
a few who don’t though I don’t know why; maybe they are ignorant. 
 I think more women deliver in hospitals than at home.  
            Overall two important aspects were expressed, the delivery centers are within reach in 
Dandora but the care “is not that good” and many women deliver in the centers. Even though 
some women discussed this as a matter of fact, it was important to establish their awareness of 
the high risk group. How well they knew the subject of home delivery by either TBAs or any 
type of home delivery. Many were very hesitant, only about four women engaged. This could 
partially be women detaching themselves from a service they knew was either wrong or it was a 
subject that is never discussed. The concern for data is a profound one, although hesitant on the 
topic the women pointed out the fact that a lot of home TBA deliveries are missed out.  
 I live in Phase 1 and I have heard of some in Phase 4 but I don’t know any 
 No, I don’t know of any but I have a neighbor who gave birth 2 months ago and she 
was attended to by a TBA. She had a normal delivery but personally I am scared of 
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them. As it is, giving birth is such a risky experience even when you are in hospital, 
if you do not get the correct assistance in time you can lose your child or your life. 
The risk is increased many times when you go to a TBA. I have spoken to my 
neighbor to encourage her to at least take the child for Post Natal clinics. 
 Yes, one is in phase 3 and the other one is in phase 4. 
Other than Brother Andre Clinic, the mothers named 13 centers where women in Dandora 
settlement utilize MCH services: 
 Dandora 1 health center Phase 2 
 Dandora 2 health Centre known as 41 Phase 3 
 Mkunga in phase 1 
 Paradise in phase 3 
 Dandora medical (Mama Njeri) in phase 4 
 Samaritan in phase 5 
 Provide in phase 4 
 Kwa Messo in phase 4 
 New Njiru in phase 4 
 Fikiria Jamii phase 2 
 St. Alice in phase 5 
 Wamunga phase 1 
 Kwa Wachira phase 3 
            In view of the fact that mothers repeatedly expressed the care they previously received 
was sometimes good and “the care is not good most of the times”, they were encouraged to share 
personal experiences. This included their own birthing experiences and those of others living in 
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Dandora that they knew about. They seemed very open on this particular subject and 
enthusiastically narrated events, their experiences had lots of similarities. They were not required 
to disclose the names of the facilities. 
 My first and second born were born at facility X and nurses were caring when I 
gave birth to my 3rd born I didn’t pay anything because by that time there were 
some vouchers given to mothers living in the slums by USAID which catered for 
everything. 
 When I went to give birth I was mishandled because I had a prolonged labor and 
when the baby was about to come I was on my own the nurses came when they 
heard the baby crying but it was too late the baby was too tired. She was taken to 
the nursery for rest.  
 I went to give birth at facility XI where one nurse was attending to all the mothers 
who were in the labor ward I was not happy at all it is by the grace of God that I 
gave birth, since then I prefer going to hospitals outside Dandora like facility XII in 
Langata (this is a mainly middle class area in Nairobi further from Dandora). 
 I went to facility X to give birth since it was my first born. The nurses were not 
caring only to find that I could not push the baby. I needed someone to instruct me 
on what to do, I was tired, a doctor came and checked on me and told the nurses to 
take me to the theater where I was operated on but the baby died. 
 I went to center XIII when nurses were on strike and there was nobody to attend to 
me and because I was with my friend I ended up giving birthing by a TBA in phase 
3 where I was given good care. 
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 There is nothing I can say about my birthing experience, I feel so bad for these 
other women because for the bad treatment they are given, I go to facility XIV to 
give birth but there is nothing bad I have experienced they give all the service 
needed to a mother after giving birth. 
 I gave birth at XV and it was okay. I stayed for 24 hours because I was brought in at 
night and delivered; so the following morning my spouse passed by on his way to 
work and found I had already delivered; he came in the evening after work, paid the 
balance and I was released. They gave us warm water to bath with and the food was 
okay. The care givers were also good to us; they didn’t shout at us. This is my second 
born and I have given birth at the same center both times. 
 I gave birth at hospital X though it was not by choice. I was attending ante natal care   
at facility XVI and they anticipated that I may have a difficult delivery so they advised 
that I arrange to give birth either at hospital X or at XVII which are their referral 
hospitals. I didn’t have a complicated delivery but then I was not willing to take any 
risks after having been advised to take precaution. If I had known for sure that I would 
have a normal delivery I would have chosen a private facility. The services at X are 
free so it is difficult to complain should you feel that you have not been served 
satisfactorily. My own experience was okay but they are just going about their jobs 
nothing gives you the feeling that bringing life into this world is a big deal. 
 I have always given birth at hospital X because it has experts. I have three children 
and I never want to risk giving birth in any other facility. When you have 
complications, they struggle to refer you to X any way or another hospital that is so 
far away you risk losing the baby or your own life in the process. 
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 I gave birth at XVIII but it was a tough experience because when it was time for the 
baby to come, there was no attendant close by. It was at night and I practically gave 
birth on my own. It was just that I was in a health facility but I wasn’t assisted at the 
time of delivery, they came immediately after, when they were alerted by another 
client who was with me in the same room. The hygienic conditions could be improved 
especially in the bathroom. 
 I have had 3 children and I have always gone to hospital X because I always deliver 
through caesarian section (CS). It seems I can never dilate enough for the baby to 
come out naturally. The hospital has so many people and it is your typical government 
hospital where the caregivers do not go out of their way to offer any special treatment. 
They just treat everyone as if giving birth is a daily experience; to them it is since 
they see it every day but to the mothers special. 
 I went to give birth at facility XIX because my pregnancy had gone past the due date. 
I presented with breech but I was quickly taken to the theatre and they conducted a 
CS. Their service was very good. I had heard about it that is why I went there. The 
hospital is clean and they are humane in handling patients 
 I gave birth at XX. I had been attending Ante Natal clinic here at Brother Andre 
Dispensary but when it was time to deliver I went to facility XV; they told me it was 
a breech and the baby was also big so I was rushed to hospital XX where I delivered 
through CS. XX have good doctors and the service is generally good, I think the 
greatest challenge for them is the large numbers of referrals since they get referrals 
from all over the country on top of their own clientele. 
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 I gave birth at XV center and the service was okay. I went there at around noon and 
left the following day in the afternoon. They require some deposit before they begin 
to attend to you. I had the money but I’m just wondering what happens if someone 
comes without the deposit; do they serve you or do they wait until that money is 
available?  
 When I had my first born, I was in labor for so long I almost passed out. I delivered 
my child well but later during recovery I realized I could not hold my urine. I was 
advised to seek help which I did and I have been treated for the problem. I understand 
that this is a problem that many mothers who have prolonged labor as well as 
complicated deliveries experience.   
Beating by hitting, slapping or pinching by caregivers during delivery was repeatedly mentioned 
by the mothers. Numerous issues were also raised when the women discussed experiences from 
others. They were either blood relatives, friends or neighbors living in Dandora. 
 My aunt gave birth at X facility but she says she was so scared they would switch her 
baby so she made sure to look for any birthmark on her child before giving the 
attendant who was to clean the baby and take weight. At the time; there was a case 
going on involving the hospital with a scandal relating to switching babies. The 
victim had twins and the hospital said they died during delivery. The mother was not 
convinced and when a DNA was conducted it was established that the corpses they 
were given were not twins and also they did not belong to the couple who were said 
to have lost them. 
 My elder sister lost her baby due to prolonged labor. She went to a famous TBA 
within the area and by the time they decided to refer her, the baby was too tired and 
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she had a stillbirth. It was her first born and she almost suffered postpartum 
depression; she had to seek counseling before she could live with the loss. 
 I have a friend who had vaginal tearing during childbirth. Depending on the kind of 
labor a mother is experiencing, the baby’s head may not make its way as it is supposed 
to and in such an event the attendants may perform episiotomy or there will be natural 
tearing. When this happens it is supposed to be sutured immediately after delivery. 
This did not happen in my friend’s case; they did it long after delivery and by then 
injecting the anesthesia was so painful that she still remembers it. She is yet to have 
another child 7 years down the line. 
 A friend of mine went to give birth at XIII and when she was shouting calling 
nurses for help they didn’t come, it was so unfortunate that she gave birth on her 
own and the baby died. 
 My neighbor gave birth through an operation it was an emergency because the baby 
was not in a good position. The baby was weighed 3.3kg (7.27lbs) and was taken to 
nursery and put in an incubator and when she was discharged the baby was 2.1kg 
(4.62lbs) after two weeks the baby died. 
 I know of a mother who presented with a breech baby and there was a challenge in 
getting her to hospital X. When she finally got there they assisted her delivery but 
the child is not in perfect health it seems that the delay in delivering him caused him 
to suffer some defects. I do not know exactly what the child suffers from but I know 
he is not as normal as he should be; his growth is slower than for most children and 
the mother continues to take him to therapy more than a year later. 
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            Following the group conversation on experiences, women were guided to discuss what 
their opinion was on the best way to deliver maternal child health care. There seemed the main 
concern was the birthing process; care of the mother and the baby during and after delivery. 
Below are the main pointers from the mothers, a few suggestions were raised in regards to other 
MCH services: nurses should encourage antenatal care and children clinic until age 2. 
 Mothers need to be treated as human beings with respect especially because this is 
God’s natural plan to have mothers bring life into this world. 
 There are those service providers who do not consider that you may be a first time 
mother and they expect you to know what happens as opposed to informing you. 
Regardless of your familiarity with the process they should still cater for those who 
are first time mothers and have no idea of where to start and what to do 
 Pregnant mothers need to be given all the available information on reproductive 
health and not only what the attendants think is necessary in your particular case. 
 Being that Brother Andre Clinic does not have maternity services, I attended 
antenatal clinics then went and gave birth elsewhere but there is a staff of Brother 
Andre who called to find out if I had delivered and how the baby was doing. That 
phone call was special and it really made me feel that they are caring and they do not 
just think of us as clients but human beings who deserve to be taken care of. 
 I have never understood why nurses and those who attend to mothers are aggressive 
in their approach, they should instruct us firmly but calmly. Giving birth drives some 
of us crazy so one should just be handled with understanding. It is also a fact that no 
two pregnancies or birthing experiences are alike and even if they were we are 
different personalities and might react to the same experience differently. 
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 This is especially important when it comes to first time mothers, sometimes they are 
expected to be aware of what to do during pregnancy, giving birth and even taking 
care of a newborn. A nurse was angry with me that I was not breastfeeding my baby 
well but my nipple was so painful. I was supposed to give the baby the whole areola 
yet I was giving just the teat and that’s why it was becoming painful. How was I 
supposed to know? I just see mothers putting children on the breast, I had no idea 
there was more to it. 
 Pregnant mothers are hormonal so they need to be understood because they may not 
be totally in control of their emotions. They should be allowed to express themselves 
especially during birth and right after. I hear in nice hospitals they don’t beat you 
when delivering like they do here in Dandora. 
 They need special treatment and information on what to do and what not to do, like 
what to eat, when to come back after delivery, how to hold and breastfeed a new baby 
etc. 
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DANDORA MOTHERS AND OUR LADY OF VISITATION CENTER 
            In the group discussions mothers were asked whether they knew what the building next to 
Brother Andre Clinic was. 50%, about half of the women were aware of the facility. Some 
learned directly from Holy Cross Church Parish Pastoral Council monthly reports others heard 
from their friends and neighbors. Those who did not know were informed without giving any 
details. When asked to discuss what they thought about the facility these were their thoughts, 
many became very enthusiastic and the discussion again became lively. 
 It will be extremely helpful because we normally seek quality service from very far. 
Mission hospitals give good care. I went to hospital XII because of what I had heard 
from other mothers who gave birth in the facilities in Dandora. If these services were 
available here especially advanced care mothers would have a perfectly normal 
babies. 
 If it will have an ambulance like we heard, it will be so helpful because if anything 
should be beyond the facility, the mother can be taken in good time to access the 
required service. I also like the fact that the service will be offered by the Catholic 
Church because they have a reputation of taking good care of the community. Take 
into consideration that people go to hospital XII when they are already in labor or on 
their due dates. Others go as far as facility XIV, these are Catholic run hospitals and 
people have faith in what they do. 
 I have just learnt that the facility will have a nursery, a theatre, ultra sound, incubators 
and such like facilities. That is totally amazing! Imagine having all these, they are the 
main reason some of us choose to go outside Dandora but if the services are available 
here that will be very good. I think a lot of lives will be saved because there are those 
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that are lost simply because the mother cannot get to a quality facility in time for a 
safe delivery. 
 At least now we will have a bigger place, they should not forget HIV positive mothers 
who are trying not to infect their babies. They need special care. 
 I would just like to know when the facility will be operational because I have four 
children already and I do not intend to have more but there are two who are under 
five years and I have been made to understand that such children will also be treated 
at the facility. 
 I think it will be good for those mothers who plan to have more children, I think three 
are enough for me but I will tell those who are expecting to deliver to come to this 
facility. 
 I know they will have the necessary high quality equipment; they were brought in 
container months ago. This means they will hire experienced doctors, nurses and 
other staff. I am happy. 
 Even just by looking at the building being constructed you can already tell it will be 
the largest and the best within Dandora. If the services are of good quality, then it 
will serve the community well. There will be no need to go to these big hospitals if 
you can get the same quality and care right here in Dandora. 
 I hope they follow up all mothers who will give birth in the facility. 
 Approach should be key because women like where they are pampered.  
 Service providers should treat women with dignity.  
 The hospital will serve the community; they should charge us what we can afford. 
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 I like the idea of having a facility around, there may be fatalities that could be 
prevented if a mother did not have to travel far to get maternity services. 
 I think it is a good thing that the church thinks about issues that affect the community. 
I believe the facility will do a lot of good for the people of Dandora: new mothers 
and those who are still going to have more children. A good hospital is a necessity if 
we have to think of health as a basic need. 
 
THE NATIONAL HOSPITAL INSURANCE FUND (NHIF) 
            This is a faction of Kenya Ministry of Health (MOH) governed by an act of parliament 
and was developed to provide insurance to its contributing members and dependants (National 
Hospital Insurance Fund, 2016). Contributor must be Kenyan, at least 18 years with an annual 
monthly income on more than KES 1000 ($10). With branches all over the country, NHIF has 
overtime expanded the number of partner hospitals and institutions (NHIF, 2016). The 
government mandates all formal sector employees to enroll in NHIF while those in the informal 
sector can voluntarily enroll.  
            Since its establishment in 1966, NHIF has undergone frequent restructuring to 
accommodate population needs. This includes premium changes which were recently effected in 
April 2015 (NHIF, 2016). Most of the population in the informal settlement does not have 
regular income hence either does not enroll into NHIF or contributes the least. Premiums rose 
from KES 50 (50 cents) to KES 150 (1 dollar 50 cents) in 2015 (NHIF, 2016). Any individual 
making the minimum wage of $10 a month will not be able to meet the contributions; this 
includes most of the informal settlement population hence many remain without any form of 
insurance coverage.  
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TRADITIONAL BIRTH ATTENDANTS (TBAS) 
            Traditional Birth Attendants (TBAs) role in informal settlements should definitely be 
included in discussions. They were frequently although hesitantly mentioned by both the mothers 
and facilities employees. 4 TBAs were identified within the Dandora slums who regularly attend 
to mothers and children, only one agreed to have an audience with us. 
            From the discussion, she offers delivery services, reproductive and child health treatment 
based on herbal medicine. She developed MCH interest and acquired the skill over 10 years prior 
through mentorship from another TBA. She lived with the mentor in a different Kenyan city where 
she attended a workshop organized by the local church. The workshop created awareness for 
Midwives and TBAs to work with Hospitals to reduce maternal deaths. She is a high school 
graduate and views her ability as a gift from God; she saw it in a dream where God repeatedly 
instructed her to help women and children. She delivers her services in her 2 bed roomed house 
and also shares her bed and food with her clients.  
            While discussing hygiene, she pointed out that she uses gloves and one new razor regular 
over the counter blade per delivery after which she disposes into a nearby pit latrine. However, she 
did mention that after opening the blade she cuts it into two and shares between 2 deliveries in 
order to save on cost. Her charges range from KES 1000 ($10) to KES 3000 ($30) depending on 
the client’s ability to pay.  
            A major challenge pointed out was the inability to pay and unwanted pregnancies carried 
to term. Currently she is forced to raise two children whose mothers left immediately after delivery. 
The cases have been reported to the area administration and recorded at the police station but she 
was asked to stay with them as they search for the mothers. The children are now almost 3 and 4 
years and have not been claimed.  
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            The TBA affirmed that as long as the client presents in the late stage of labor she delivers 
them successfully. There have however been clients with breech presentation (legs or bottom first); 
if early they are referred if not she delivers them but with difficulties such as prolonged labor, 
asphyxiation or maternal exhaustion. The TBA added that she requires to physically hit and slap 
the mothers to force them to push harder. Those referred many a times cannot afford good means 
of transportation; sometimes motor cycle services are all they can afford to travel 10 miles in heavy 
traffic.  
            After delivery the TBA advices the mothers to get notification from the area Chief with 
whom she has a good working relationship. The notification is a formal letter that can be presented 
to the registrar of births since she does not offer birth certificates. The mothers are also advised to 
seek post-natal care from the area hospitals. This cannot be fully ascertained since during the 
discussion a new mother with a 21-day old infant visited the TBA for a reassessment. The TBA 
reported that the infant had Diphtheria a bacterial infection and one of the 6 killer childhood 
diseases (CDC, 2016). Immunization is normally recommended in infants (CDC, 2016). The 
vaccine is only available in hospitals hence the need for referral for proper care post-delivery. 
According to the TBA her herbal mixtures would cure the ailment which was not yet an official 
clinical diagnosis. TBA have no expertise to diagnose and treat. 
            The TBA did not want to discuss on fatalities but insisted that there are many TBAs in the 
area some more experienced than others. Better outcome is from the experienced TBAs who she 
advices mothers to visit. TBAs are cheaper and more customer friendly than the hospitals. 
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A LOOK AT MATERNAL CHILD HEALTH FACILITIES IN DANDORA 
            The objective of this visits was to learn how the established MCH facilities within 
Dandora operate. A sit down with the facility manager and the staff as well as a tour of the 
facility was requested. The facilities were clearly informed beforehand that their cooperation was 
completely voluntary they were not obligated to participate in the discussions. The centers were 
barely a 2-mile radius from one another, the following were visited: 
1. XXI 
2. XV 
3. XI 
4. XVI 
5. XVIII 
XXI Medical Center 
            The owner doubles up as the administrator and is a Kenya Registered Community Health 
Nurse (KRCHN) who resigned from government employment to set up own practice in 1990. The 
administrator does not live in Dandora. 
          The facility offers MCH services among other outpatient and inpatient services. The 
establishment has 4 Nurses, 2 laboratory technicians, 2 clerical officers one dealing with records 
and the other dental services. It was not clear how many staff members were directly involved with 
handling mothers and children but the administrator is a qualified midwife. There was 1 delivery 
room with a delivery bed-see below. An additional bed with a mackintosh was in the room as well 
and could be used for deliveries should the need arise. 
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            The charges for a normal delivery are KES 3,000 ($30) down from KES 4,500 ($45) as a 
strategy to attract more clients. The government introduced free maternity services which have 
reduced the number of deliveries to between 10 and 15 a month. Previously, between 30 and 100 
deliveries would be conducted monthly. There is also a KES 200 ($2) fee that is charged when the 
patient arrives in order to ascertain whether they are in true labor after which they are either 
admitted or referred depending on the findings. For a normal delivery KES 2000 ($20) acts as the 
deposit which is used for transport should the mother need referral. The referrals are to XXII, 
XXIII and X hospitals. In total KES 95,000 ($950) to 150,000 ($1, 500) is required to cater for the 
remuneration of the employees before other charges such as electricity, water, staff insurance and 
other expenses. 
 
            The facility works with Community Health Workers (CHW) on creating awareness in the 
community on the need to deliver in hospitals but there is still a significant number who seek the 
services of TBAs. TBAs according to the facility administrator charge between KES 1000 ($10) 
to KES 3000 ($30). Some of the mothers who seek these services are dropped off at the center 
when they can no longer be delivered successfully by the TBAs. It becomes the facility’s 
responsibility to either serve them or refer. The facility had a partnership with Tunza Family Health 
Network (TFHN) and USAID charitable programs which assisted mothers who could not make 
the payments, according to the administrator the NGOs pulled out due to lack of funds. 
            NHIF works well except that the outpatient funds availed are KES 300 per quarter and this 
translates to KES 100 per client per month which is too little to cover the whole birthing package. 
Because this was an open discussion, the administrator did request that we advise the Visitation 
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Center not to provide free MCH services. This will affect XXI medical center and may not be able 
to sustain itself.  
 
XV Maternity Center 
            There were 3 respondents from this facility. The administrator is a registered nurse who 
does not live in Dandora. There are 6 staff members that directly handle mothers and children: 2 
ACNs, 2 Clinical Officers (CO) and 2 Enrolled nurses (ENs) every shift. They have an average of 
one delivery a day, approximately 30 deliveries in a month. The facility also faces the same 
decrease in census after introduction of free maternity services by the government. The facility has 
five branches serving similar population as Dandora with a common referral center. Although 
unreliable, the facility has ambulance services which mostly cater for their main branch hence 
mostly unavailable.  
            Other challenges mentioned by staff were the inability of the referral center to give blood 
transfusions hence patients have to be transferred to XX hospital which is further. They also 
experience challenges handling premature babies due to lack of incubators.   
Antenatal care initial charges are KES 600 ($6) and thereafter KES 50 ($5) per visit. Normal 
delivery costs KES 3600 ($36) for 24 hours after which the services are KES 300 ($3) per day. 
The hospital has NHIF accreditation and those with the insurance can offset their bills to their 
NHIF cards. 
            The facility has one delivery room with one delivery bed and 2 gurney beds. The Clinical 
Officer who is best paid at the facility accounts for only KES 28,000 ($280) monthly in salary. 
Including the administrator, the 6 staff members in the discussion were unhappy with their salaries. 
Another bigger challenge is the mothers sneaking out unnoticed during visiting hours leaving 
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behind a hospital bill. The facility cannot afford better surveillance except a security guard who is 
busy at times.  Mothers also leave before full delivery at stage 3 which can be dangerous and life 
threatening when there is no history of antenatal care.  
            Lack of awareness and proper education to antenatal mothers was highlighted as the major 
challenge common in this area. Majority of the mothers either seek help late or they do not hence 
chose home delivery; others have still births due to Rhesus incompatibility. 
 
XI Maternity Center  
            The facility has been in operation for 14 years and the charge is an enrolled nurse 
(equivalents a Licensed Vocational Nurse) who was the only one available to speak with us. There 
are 30 to 40 deliveries a month but this was much higher before the government free maternity 
program. There is 1 delivery room, a delivery bed and a mackintosh cart adequate for 2 concurrent 
deliveries. There are 3 qualified personnel, a lab technician and a pharmacist making a total of 5 
staff every shift.  
            The challenges include: lack of clients from clients especially for a specific area in 
Dandora, the staff align this with either home or TBA deliveries. This facility according to the 
staff has been the preference of most antenatal mothers from Brother Andre Clinic. For this reason, 
the staff requested whether the clinic can provide ultra sound services since the hospital does not 
have one available. They also requested for mothers to be educated to come in early, they reported 
a number of post-date mothers from Brother Andre Clinic.    
XV charges KES 4800 ($48) of which KES 2300 ($23) is deposit. They refer the complicated 
cases to XIII, X, XX facilities or the mother’s hospital of choice. The main challenge is 
transportation; they have to rely on the client’s relatives or seek taxi services and the mother may 
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not have money for the taxi. The facility is in partnership with a donor who plans to set up an 
operation theatre as well as ambulance services.  
 
XVI Maternity Center 
            The facility administrator is a pharmaceutical technologist. The facility has 4 nurses and 3 
COs working directly in MCH. They have an average of 30 deliveries per month with higher 
numbers before free government maternity services. An NGO named TUNZA program partnered 
with the facility; for a full reimbursement TUNZA offered vouchers to clients that catered for all 
the delivery services. The voucher program was discontinued in March 2015 and now they operate 
under Safe Care a program run by Population Services Kenya. Safe Care evaluates facilities 
regularly and assigns levels. These range from level 1, 2, 3 or 4 depending on the quality of care 
and efficiency. Facility XVI was accredited to a level 3 hospital in July 2015. Safe Care reimburses 
accredited facilities according to the level, the better the care the higher the level, the higher the 
reimbursement.  
            Complicated cases are referred to XIII, X, XX or the facility of choice. Prior calls are made 
to the facilities before the referral, the mothers are accompanied by a staff member and a proper 
hand over is done upon arrival at the facility. They also do follow up on their referral cases.  
            A normal delivery costs KES 3,500 ($35) in addition to a fee of KES 300 ($3) for Vaginal 
Examination to establish labor as well as the stages. Challenges are especially when mothers 
present in late stages of labor with no antenatal care, tests have to be performed during delivery. 
Sometimes depending on the events, tests are performed after delivery. 
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XVIII Maternity Center 
            The facility is managed by a Kenya Registered Community Health Nurse (KRCHN) who 
also has a degree in management. They have between 20 to 30 deliveries a month. The MCH 
services are offered by 3 nurses, 2 Nurse Aids and a Clinical Officer. 
The charges are KES 2500 ($25) to KES 3000 (30). They have 1 delivery room and the 
complicated cases are referred to XIII, X, XX and XII hospitals. 
            The facility is not NHIF accredited. The staff indicated they need a theatre and additional 
space to be able to offer better services to the community. Their other concern were TBAs late 
referrals; this should be done early to avoid incidences. A staff gave an instance where a breech 
delivery was referred with an already dead baby, the mother may not have survived. 
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Figure 2: An old fashioned delivery bed seen in the Dandora facilities 
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Summary of Services and Charges in Facilities within Dandora  
 
Name of 
Facility  
Cost for 
Normal 
Delivery in 
KES/Dollar 
Caesarean 
Delivery  
Referral 
Facility  
NHIF 
Availability/Accreditat
ion  
Ambulance 
Availability  
Dandora 
Medical Centre 
3,000 ($30) Not 
available 
 X 
 V 
 VI 
NHIF accredited   Not available. 
Of the KES 
3000($30) to be 
paid 2000 ($20) is 
given as deposit to 
cater for transport 
should need be. 
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Samaritan 
Medical 
Services 
4800-$48 
(2300- $23 as 
deposit) 
Not 
available 
 XIII 
 X 
 XVII 
 Hospital 
of choice 
 
NHIF accredited Not available. 
Working on 
acquiring one. 
Provide 
International 
3600 ($36) for 
24 hours and 
300($3)/day 
afterwards 
Not 
available 
 VII 
 XVII 
NHIF accredited 1 available but 
inadequate 
Mkunga 
Maternity and 
Nursing Home 
300 ($3) for 
vaginal exam 
plus 3500 ($35)  
Not 
available.  
(Available 
incubator) 
 XIII 
 X 
 XVII 
 Facility 
of choice 
 NHIF accredited.  Not available but 
have contracted 
Taxis on call. 
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Rapha-
Paradise 
Medical 
Services 
2500-3000 Not 
available 
 XIII 
 X 
 XVII 
 XII 
Not accredited  Not available 
Table 1-Dandora Facilities Summary 
Charges based on $1=KES 100 exchange rate 
Charges as at January 2015
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WHO ARE THE REFERAL CENTRES? 
FACILITIES VISITED OUTSIDE DANDORA 
            An important aspect noted of the facilities in Dandora was most are not well equipped to 
handle complicated deliveries. Majority lack an operating theater, cannot transfuse blood or handle 
complicated births hence rely on referral centers. These hospitals are located outside of Dandora; 
poor roads, dense traffic and lack of ambulance transportation add to the complexity of MCH care 
delivery. 
XIII Hospital 
            The hospital was officially opened to decentralize and expand health services. Previously, 
only 2 major facilities served the area residents. The facility is accessible by Dandora residents 
and serves many other centers as a referral hospital. 
            We were able to speak to nursing officers and labor ward nurses who directly give care to 
pre and post-delivery mothers. Currently, maternity services are free courtesy of the Kenyan 
government. Patients are only required to bring their ante-natal booklet and cooperate with the 
laid hospital unit rules. The unit has 18 Nurses, 2 intern doctors, 1 Medical Officer who is a 
board certified physician-obstetrics/gynecologist, the staff are distributed throughout all the 
shifts. A consultant is available on “as necessary basis” and gets called in complicated cases. The 
administration has weekly meetings where staff share ideas, report weekly events, suggest 
changes and all other matters affecting care delivery. However, implementation of any agreed 
upon changes is a constant challenge because this depends largely on the government. 
              The XIII hospital staff interacted with gave an instance where they encounter the greatest 
challenge. The labor ward has 11 beds and two delivery rooms but the hospital serves up to 1000 
mothers a month with a 700 monthly average. This means that the space available is not sufficient, 
mothers have to share beds especially when still in the early stages of labor. The numbers are 
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certainly overwhelming resulting in long wait periods for service. Mothers sleep in turns, 
prioritizing on care is especially difficult since a larger number go into labor at the same time. This 
is often more than can be accommodated in by the 11 beds and 2 delivery rooms. There are 
instances where they have had to place mattresses on the floor to conduct deliveries. The definite 
shortage of resources is a major hindrance to delivering quality services- a constant mention by 
the staff. 
            The MCH unit has 2 operating theatres, a surgical ward and a pediatric ward. Ultra Sound, 
laboratory and X-ray services are available but services have to be paid for. The Hospital also 
makes referrals to Hospital XVII for the cases they are unable to address either due to lack of 
expertise, limited resources due to large clientele volume.  
            During the discussion the staff were very optimistic about the new Visitation Center. They 
reported a high number of maternity referrals from Dandora centers that will be eased by the new 
maternity hospital. Many at times late cases have been referred resulting to difficult deliveries and 
a strain to the already few resources. Multiple referrals affect the outcome of both the mother and 
the baby. XIII staff also highlighted the need for the Visitation Center to have outreach programs 
which their facility does not have. There is especially a need to educate young girls and mothers 
who use a particular pill for contraception that has been linked to ectopic pregnancies. On average 
according to the staff, they receive about 1-2 cases daily. There are many others in the area who 
are not able to access care and cannot be accounted for. 
            Cases of unsafe abortions are also high, the staff would want efforts to be channeled 
towards education and empowerment relating to healthy reproductive practices among the girl 
child and mothers in general. There also are many cases of mothers presenting with raptured uterus, 
majority of these have with previous caesarian sections. These mothers either lack education 
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during their antenatal care, had no antenatal care and or are referred late from Dandora MCH 
centers, most of which have no operating theater services. Mothers should be advised to seek 
services early from a capable MCH facility.  
            The XIII staff feel that the government efforts at making MCH services free are 
commendable but when they have to work with inadequate resources their performance is 
negatively affected. Every mother and child deserves quality care, there is a dire need to improve 
the resources. There was every indication that this particular center will be cooperating and 
networking with the new Visitation Center. 
 
XII Hospital 
            This hospital focuses on healthcare service to the low-income communities. Other than 
Dandora, the hospital serves other informal settlement areas of Kibera, Mukuru kwa Njenga, 
Kuwinda and others. Currently the center serves about 1,200 outpatients daily, offers 
Comprehensive Care Centre (CCC) services to over 3,000 patients a month, conducts about 800 
to 1,000 deliveries monthly, and undertakes about 500 major and 500 minor operations monthly. 
            The institution is accredited by the Nursing Council of Kenya to offer a KRN/M (Kenya 
Registered Nurse/Midwife) program, and by the Medical Practitioners and Dentists’ Board as a 
Continuous Medical Education (CME) provider. 
            The administrator who was able to give some important insights on MCH management. 
From the interactions with the mothers in Dandora it was established that many deliver at this 
facility. The reasons according to the administrator: good quality of care, good handling by the 
staff, availability of services such as theatre, laboratory and scanning facilities.  
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            As far as staffing, the facility targets on staff willing to go an extra mile without necessarily 
expecting remuneration commensurate with the extra call of duty. This is done by extending 
probation period to 6 months as opposed to the common practice of 3 months. Thereafter, the staff 
are offered yearly contracts. This hiring process according to the administrator gives them the 
opportunity to select the best staff for the kind of service they offer.  
           XII Hospital operates on cash basis and has no NHIF accreditation. It exercises efficiency 
and timeliness with staff salaries and have been able to retain many for years. Many hospitals in 
the area are constrained with poor staffing and poor quality of care. Maternity charges range from 
KES 8,000 ($80) to 12,000 ($120). The challenge of non-payment is persistent; the facility is 
forced to write off some of those debt after a given duration of time. The facility has an active on 
line customer care service and a face book page. They offer 24hr services inclusive of public 
Holidays. 
            The administrator was easy to speak to and did not hesitate to offer information. He was 
willing to offer information on how to operate high quality medical services in a context of low 
income clientele. He is also willing to offer his expertise on management operations and to 
collaborate with the new Visitation Center. This collective effort he says will help deliver quality 
medical care to the underprivileged.  
 
VII Hospital 
            This is a nongovernmental institution modelled to deliver care to the Nairobi’s informal 
settlement. We had an audience with the administrator who is trained in management and no 
medical background. His opinion on hospital leadership: a medical personnel does not have to 
head a health facility because there are professionals who are trained to be managers. Healthcare 
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professionals should offer the much needed services especially in similar area which VII Hospital 
serves. 
            The facility’s MCH unit has 38 beds, a nursery to offer phototherapy and incubators. It is 
run by a Medical officer and a Head Nurse assisted by other 4 other nurses at any given shift. They 
also have a theatre for surgery and a full time gynecologist who works with the unit especially in 
ante natal care. This is especially crucial; complications are recognized well in advance. However, 
there still are many mothers who deliver at the facility without antenatal care, many present with 
no ante natal history. Charges are KES 2,500 ($25) for antenatal care, full payment can be made 
in the beginning of service or as installment with every visit. 
            Normal delivery costs KES 12,000 $120) for 2 days stay after which a mother pays KES 
1000 ($100) per day for extra stay. Both elective and emergency CS are charged KES 31,000 
($310) including 4 days stay after which one is charged an additional KES 1,000 ($100) per day. 
The facility has a charity system based on organized referral for the needy in the community. The 
referral works through an outreach program where community health workers go into the 
community and identify the extremely needy pregnant women. They are offered antenatal and 
other MCH services courtesy of the hospital.  
            In addition to its services, the facility offers free consultation and well child care for 
children under five years. The Administrator offered clarity that healthcare cannot be free, even 
when they offer their free services for those in dire need, that cost has to be met.  
            The facility has NHIF accreditation and have a positive report in that regard, the service 
works well at the center. For instance, in CS cases which cost from KES 31,000 ($310) the hospital 
receives a KES 16,000 ($160) and above for most NHIF card holders. This significantly lowers 
the cost (over 50%) making it easier for their clients to meet the charges. The facility also works 
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with about 20 other insurance companies that have medical cover. Initially it was difficult to get 
them on board but the insurance holders have given positive reviews overtime for the services 
offered at the facility, this has made the partnership possible. 
            The administrator is willing to collaborate and share his experience in handling clientele 
similar to that which Our Lady of Visitation will have. He welcomes the facility’s entry into the 
market with enthusiasm with the belief that however much and harder his facility works; it will 
never be adequate to meet all the needs within this area. 
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Summary of Services Available in Facilities Outside Dandora 
 
Name of 
facility 
Cost of Normal 
Delivery in KES 
Cost for 
Caesarean 
Delivery in 
KES  
Referral 
Facility 
NHIF 
Availability/Accreditat
ion 
Availability 
of 
Ambulance 
VII 12,000 ($120) for 2 
days, 1000 ($10)/day 
afterwards 
31,000 
($310) 
Emergency 
and 
elective 
C/S 
 XVII 
 Facility of 
choice 
NHIF Accredited Available 
XII 8,000 ($80) to 12,000 
($120) 
 
 
18,000 
($180) to 
20,000 
($200) 
Facility of 
choice 
Not accredited by NHIF Available 
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XC 10,000 ($ 100) to 
20,000 ($200) 
 
25,000 
($250) to 
35,000 
($350) 
Facility of 
choice 
NHIF accredited Available 
XCI 35,000 ($350) 
 
 
120,000 
($1200) 
Facility of 
choice 
NHIF accredited Available 
XCII  30,000 ($300) to 
37,00($370)-nurse 
assisted) 
 50,000 $500 to 
57,0000 ($570) 
(Ob/Gyn) 
 
100,000 
($1000) to 
120,000 
($1200) 
 XVII 
 Facility of 
choice 
NHIF accredited Available 
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XCIII 50,000 ($500) deposit 
(+ or- actual cost) 
165,000 
($1650) 
deposit (+ 
or – actual 
cost) 
Facility of 
choice 
NHIF available but 
terms and conditions 
apply 
Available 
 
Table 2-Dandora referral Facilities   
*Facilities XC, XCI, XCII and XCIII mainly serve middle to upper middle classes of 
Nairobi-included for comparison. 
*Charges based on $1=KES 100 exchange rate 
*Charges as at January 2015 
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Figure 3: A modern delivery bed, model will be used at the Our Lady of Visitation Center 
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RECOMMENDATIONS 
            Following rapid growth of urban informal settlements in parts of Nairobi, Kenya, there 
have been dramatic health inequalities especially in maternal child health. This worsening in 
healthcare inequalities predispose many women of child bearing age and children to poor health 
outcomes leading to high mortality rates. This paper has attempted to surface the felt experiences 
of mothers in the slums of Dandora in regards to their maternal needs and how they are being met 
by the available healthcare facilities. From the interactions, key issues that have a direct impact on 
the maternal child health outcomes for a vast majority of women emerged: 
a. Healthcare policy and training opportunities 
b. Monitoring and Evaluation of available services 
c. Advocacy and accountability 
d. Research 
Policy and Training Priorities 
            In order to achieve a significant positive maternal child health outcome, there is a need to 
develop a policy that supports the utilization of community health workers, TBAs and community 
based organizations. These entities move beyond reliance on government supported healthcare 
systems. In resource poor settings such as the urban informal settlements, there is a high chance 
that a vast majority of women will likely utilize services offered by the CHWs and TBAs. This is 
consistent with the findings on this study. Therefore, policies governing care delivery by CHWs 
and TBAs need to be developed and strengthened as this will further improve access to healthcare 
and aid in identifying high risk mothers for further referral. 
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            CHWs are well recognized by both the government and the community. They do have the 
required formal education and are well known within the community. However, as far as TBAs, 
lack of proper education as well as inability to reach many of them was a highlight in the study. 
Many fear prosecution hence prefer not to be identified but are well known by the community and 
the CHWs. Identification is the key to streamlining TBA assisted deliveries.  
            TBAs should be identified, trained, provided with necessary resources and support. Their 
scope of practise should be well defined, streamlined and enacted into law. In a study by 
Coomarasamy, Gallos, Khan, Lissauer, MacArthur, Plana, Wilson and Zamora (2011), it was 
determined that training and integrating TBAs markedly reduced neonatal and perinatal deaths. 
Policies protecting TBAs scope of practice should also be advocated for, a free government 
registration process must be put in place.  
            A collaborative effort between the CHWs, local authorities, MCH facilities and area NGOs 
should be fostered to provide a favourable environment for TBA practice. TBA training can be 
done either in the participating facilities but more effective would be TBA outreach training within 
the community by healthcare personnel (nurses and midwives) in collaboration with the CHWs. 
Delivery kits and birthing record books should be provided on completion of the training. TBAs 
should be affiliated with specific facilities where they can consult and also call in for weekly birth 
records and report. Yearly TBA mandatory evaluations must be done to ensure acceptable 
standards of care are maintained. 
            Favourable TBAs policies will also ensure creation of a safe environment under which 
mothers can receive care and be monitored within acceptable standards. Furthermore, further 
training improves on skills to allow prompt referrals for women and children. Combined with 
strong leadership, overtime, better maternal health outcomes will be realized. 
51 
 
Monitoring and Evaluation  
            There is a dire need to formulate a framework under which maternal child health services 
can operate and be strengthened to adequately cater for women and children in underserved areas. 
Unsafe practices are rampant, incidences are left unaddressed and unrecorded; there is no 
accountability. This is a phenomenon well known by MCH facilities, TBAs as well as the mothers. 
Also a form of exploitation of the mothers’ is inherent with many not well educated to know what 
to expect in a delivery. A basic display of credentials as seen in many institutions is not a common 
practice in Dandora facilities. 
            A well designed framework that can routinely collect and appraise data must be put in 
place. An efficient monitoring and evaluation framework will enable accountability, informed 
decisions hence improved practices. The Kenya Medical Practitioners and Dentists’ Board is the 
government body responsible for regulating, registering facilities as well as fostering good 
practices. The board’s absence in the slum regions is notable. Through a well-organized 
community initiative led by community health workers (CHWs) local leaders can be tasked to 
represent the community health issues more aggressively.  
            A monitoring and evaluation tool will also aid in establishing a critical linkage where 
pregnancy will function as an entry point to identify high risk mothers and reduce missed 
opportunities to care. The framework should recognize frontline community workers especially 
community health workers (CHWs) and traditional birth attendants (TBAs). This is because 
CWH’s and TBA’s are perceived by the public as useful and first contact for most mothers in the 
community (Masatu, Mubyazi & Vyagusa, 2013). 
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Advocacy and Accountability 
            At the national level, The Ministry of Health (MOH) should ensure that vital events such 
as birth registration, death registration records are well maintained and up to date. From the study 
findings, accurate information is obtained through penetrating into the community, a task that can 
be effectively carried out by the CHWs. They are well versed with the community dynamics 
including where TBAs are, where deaths and births occur as well as any information on MCH. 
            Periodic audits at local healthcare delivery points, registered TBAs centres and CHWs 
centres will offer valid information to aid in designing relevant policies and plans specific to 
maternal child health among slum dwellers. A clear chain of command should be established to 
ensure accountability. Additionally, advocating investment in MCH through emphasizing on the 
social and economic benefits is also a principle strategy in achieving advocacy and outreach.  
            A key factor from the findings of this paper is women empowerment, this will enable them 
to make strategic choices and act on their own behalf. CHWs are an available trusted community 
entity and can be utilized in educating mothers on MCH, pre and post-natal care, birthing 
complications, available resources and so forth.  
            Awareness and education will enable mothers to make informed decisions. When women 
are able to make fundamental decisions regarding their health during and after pregnancy, will 
foster a wider acceptance in wanting to seek formal healthcare and engage in social interactions 
on health within the community. Ultimately, women will become socially reinforced and will be 
able to effectively utilize maternal child healthcare.  
            As described on this study, MCH facilities are within the community’s reach but the 
apparent lack of proper care and critical resources is dire. The facilities are also very much 
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disenfranchised, with no standardized procedures in which all are mandated to follow. This is 
both in terms of daily operations and standard of care.  
                     Staffing, cost of services, equipment and other resources directly related to care delivery 
should be controlled by a regulatory body mandated by the government. Safe Care, a non-
governmental organization dedicated to improving quality of care in facilities with limited 
resources, has been utilized by only one out of the 5 visited Dandora facilities. Safe care 
contracts with African governments to provide healthcare quality benchmarking. Participation by 
facilities is on voluntary basis hence Safe Care regulations are not mandated. Benchmarking 
quality should be a government mandate, all institutions providing health care must seek an 
evaluation before initiating operations. Yearly evaluations and certification should follow 
thereafter to ensure quality standards of care are maintained.  
            Active involvement of the Kenyan First Lady Her Excellency Margaret Kenyatta in MCH 
activities is an indication of the government awareness of the increasing need. Through her 
Beyond Zero campaign, a partnership with the government has been created that takes the lead in 
addressing HIV and MCH needs (Beyond Zero, 2015). This creates a positive, favorable 
environment where more collaborative efforts could be initiated. MCH facilities as well as other 
interested partners should seek to collaborate with the campaign in order to reach more mothers 
and children especially in the underserved regions.   
Research Priorities   
            This study was limited by the absence of rigorous MCH research on informal settlements 
particularly Dandora. For this reason, adequate funding should be made available by the Ministry 
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of Health and other interested bodies to support local institutions in conducting research. 
Ultimately, funding institutions must ensure research guidelines of quality and accuracy are 
strictly followed. For instance, some of the mothers spoken to were keen on the fact that the last 
time they participated in an MCH related activity; they were given questionnaires to fill. Many 
having minimum education filled out the questions without fully understanding them. 
            Ability to reach the target population is of fundamental concern, researchers must keenly 
consider the need to utilize and collaborate with the local community health workers in data 
collection. This promotes community trust making it easier to obtain information in its most 
accurate form. Non-threatening, targeted and well-funded studies are necessary to address issues 
of this capacity. Scaling up of maternal child health care delivery within the region can only be 
justified though accurate and up to date data.  
            Staff attributed emergency contraception to causing increased ectopic pregnancies in the 
area. Studies on this regard would be highly relevant, efforts can be channeled into developing a 
lasting solution to the acute reproductive emergency.  
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OUR LADY OF VISITATION CENTER, DANDORA: RECOMMENDATIONS 
            The state of the art maternity should aim at becoming a leader and an advocate in 
maternal child health in Dandora informal settlements. All the government protocols prior to 
initiation of operations must be followed. Mandated registration with the governing body, The 
Kenya Medical Practitioners and Dentists’ Board must be adhered to. The staff should be 
qualified and their credentials at par with the rules and regulations of the board. The hospital 
must develop and display practical policies and procedures specifically aimed at providing high 
quality care. 
            Most importantly, the facility should be governed with transparency and an open door 
policy. The center’s board of directors as well as staff are encouraged to read through this work 
in its entirety in order to acknowledge expectations of their potential clients. Also the findings 
herein will familiarize them with care delivery dynamics in Dandora. They should acknowledge 
the presence of and be willing to collaborate with facilities and integrate other care delivery 
partners including TBAs and CHWs in the region. 
            Caregiver empathy and compassion must be emphasized, this study found majority of the 
mothers normally are physically beaten during delivery. Acceptable techniques taught in 
mainstream midwifery schools must be emphasized. The hospital should develop a reward 
system as well as a regular staff performance evaluation process.  Clients can evaluate care and 
provide feedback to both the staff and the facility. These processes will work towards 
maintaining and improving quality care. 
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            Essentially, the facility should consider having CHWs as an integral part of their team.  
The CHWs importance in the community cannot be underestimated. They can be taxed into 
coordinating maternal child health activities between the community and the institution. These 
activities include and not limited to linking and building trust between the community and the 
facility, data collection, MCH outreach services, TBAs recruitment, educating mothers and 
TBAs in collaboration with the midwives. 
            Reliable data collection, storage and distribution as well as involvement in evidence based 
research will enable the center to develop an acceptable care delivery framework. The 
establishment should be an umbrella where the proposed healthcare policy and training 
opportunities, monitoring and evaluation of available services, advocacy, accountability and 
research are well incorporated in the daily processes. 
CONCLUSION 
            Increasing maternal and infant mortality rates in the informal settlement of Dandora, 
Kenya, have been persistent over the years. For the purpose of this study’s review, there was 
insufficient research specific to MCH care delivery in Dandora. There is an urgent need for 
lasting solutions but causes are multifactorial and complex. Accurate, reliable data collection will 
provide a foundation through which interventions and favorable policies can be developed. 
CHWs should be used as community entry points for data collection Much as the hospitals are 
considered superior in providing care, they are not the first line choice amongst many slum 
women. Streamlining and standardizing care delivery amongst TBAs and MCH facilities in 
Dandora should be treated with urgency.  
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